"Preservation of one's own culture does not require contempt or disrespect for other cultures."
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• Though the culture of the military may be unique, it has some common themes with nonmilitary culture. For example:  Culture is a system of shared symbols, serving as guides for our interactions with others (Mazanec & Panke, 2015) .  Cultural practices provide safety and security, integrity, and belonging.  Culture is constantly evolving and changing in response to political, historical and other unique factors (Andrews & Boyle, 2012) . Culture fundamentally shapes how an individual makes meaning out of illness, suffering and death. It therefore also influences how a person will interact with the health care system at the end of life (Mazanec & Panke, 2015) . Culture is only meaningful when seen from the individual's perspective.  Too often, our understanding of culture is limited sociodemographic characteristics such as race, ethnicity and religious affiliation. The tendency (also known as stereotyping) is then to assume a person holds particular beliefs and values and will behave in an expected way, and it is important not to rely solely on available cultural resources (i.e., handbooks, pamphlets) as a way to understand culture and individual needs of the person (Purnell, 2013 Slide 5
• Race: Many definitions exist and there appears to be no agreement on any scientific definition of race. In 2000, the Human Genome Project declared that there was no biologic or genetic basis for race (Hamilton, 2008) . Race also may be significant due to physiologic differences in genetic makeup. These differences may be responsible for differing abilities to metabolize drugs, including certain analgesics such as codeine. Any discussion about culture and health care delivery needs to mention how racism impacts care. Power differentials emerge and can lead to institutional racism, affecting life opportunities, life styles, and quality of life.
• Ethnicity: Refers to complex interactions of dynamics involved in individual functioning and family/group behaviors, beliefs, and values. Ethnicity provides a sense of commonality with others. Individual ethnic meanings develop as a result of experiences and go beyond that of shared religion, nation of origin, geography or race (AACN 2008 (AACN & 2010 Andrews & Boyle, 2012) . The 2010 Census revealed ethnic minorities make up 28% of the U.S. population (Humes et al., 2011) . Trends suggest that by the year 2042, ethnic minorities will make up about 50% of the population (Vincent & Velkoft, 2010) . Ethnic identity -based on rich cultural heritage, & social belief systems -reflecting in how we respond to life transitions; ways of communication, behavior, and illness beliefs, how major life decisions are made. Individuals may or may not be strongly connected with a particular group.
• Gender: Culture dictates male or female roles and activities within a culture (Douglas & Pacquiao, 2010 Baby Boomers, Millennium Generations). Respect for older adults is common in many cultures. Older adults may feel uncomfortable in collaborative relationships with health care professionals, having grown up with more paternal interactions with doctors or nurses.
• Religion and spirituality (Baird, 2015; Puchalski et al., 2009; Taylor, 2015) : Religion is a system of faith and worship. "Spirituality is the aspect of humanity that refers to the way individuals seek and express meaning and purpose feeling of the way they experience their connectedness to the moment, to self, to others, to nature, and to the significant saved" (Puchalski et al., 2009) . Some patients and families find comfort in the rituals associated with their beliefs. One example of a spiritual screening instrument is represented by the acronym FICA; Faith, Importance, Community, and Address in Care. While this acronym is widely used it should not be considered a comprehensive assessment instrument. In VA, only chaplains perform spiritual assessments, and only assessments approved by the Director of Chaplain Service may be used.
• Gender identity or sexual orientation (Douglas & Pacquiao, 2010; Mazanec & Panke, 2015) : Gay, lesbian, and transgender individuals are often stigmatized. Though the military has a "Don't ask, don't tell" policy, this can have a significant impact on any conversations regarding sexual orientation. An inoffensive strategy when asking questions about sexual orientation is to state, "If you are sexual with others, are they men, women, or both?" Endof-life care may be a time for estranged children to attempt to reunite with parents (e.g., the son with HIV/AIDS who was disowned by his mother may attempt to re-establish the relationship). An important role of healthcare professionals is to assist in this process if the Veteran seeks support. These individuals may have experienced multiple losses, isolation, or different family systems that influence their present experience. Be aware that there may be some legal and ethical issues of domestic partnerships, as well as unresolved family issues and broken relationships.
• Differing abilities: People with differing abilities, physical or mental health variations, are often stigmatized or treated in an infantile manner. People with differing abilities and their families may feel alone and ostracized. "Differing abilities" has varied meanings across various cultures. In the U.S., legal efforts have been focused on ensuring that people with disabilities are entitled to the same rights as other individuals.
• Financial status: Minorities with an annual income below the poverty level have a significantly higher death rate when compared to those with average incomes. End-of-life care may financially deplete families with limited resources. Families may be reluctant to reveal their resources.
• Place of residence: refers to where people live and where they have come from.
• Homeless individuals and those in prison often have co-morbid disorders of mental illness, substance abuse, and low socioeconomic status. Access to care is limited and they are often ostracized by society and the healthcare system. • It is estimated that 181,500 U.S. Veterans were incarcerated in 2011-2012, which was a lower rate than non-Veterans (BOJ, 2015).
• The U. S. Department of Justice Bureau of Justice Studies (BOJ, 2015) report that the number of veterans incarcerated in state and federal prison and local jail decreased from 203,000 in 2004 to 181,500 in 2011-12. The total incarceration rate in 2011-12 for veterans (855 per 100,000 veterans in the United States) was lower than the rate for nonveterans (968 per 100,000 U.S. residents). Non-Hispanic black and Hispanic inmates made up a significantly smaller proportion of incarcerated veterans (38% in prison and 44% in jail), compared to incarcerated non-Hispanic black and Hispanic nonveterans (63% in prison and 59% in jail). A greater percentage of veterans (64%) than nonveterans (48%) were sentenced for violent offenses. An estimated 43% of veterans and 55% of nonveterans in prison had four or more prior arrests. Mental health disorders were higher among Veterans (55%) versus non-Veterans and PSDT (31%) for Veterans versus non-Veterans (15%). It is unknown how many Veterans, had military discharge making them eligible for VA services or specifically what benefits they are eligible for while in prison (VA, 2015) . Veterans in prison have special palliative and end of life special needs.
• Employment: Associated with socioeconomic status. Veterans may also derive self-identity and self-worth through their jobs/professions.
• Educational level: Related to socioeconomic status. Those with higher educational levels generally have greater resources. Education influences all aspects of life.
• Cause of death: Viewed by race and age reveal racial and social disparities (AACN 2008 (AACN & 2010 • This Slide illustrates some of the cultural demographics of Veterans.
• Compared to other wars, almost 2 million Veterans from Iraq and Afghanistan are older and married (Reinberg, 2010).
• Veterans have served, lived, and participated in a unique culture known as the military. Military service and its many experiences can define the way Veterans live and the way they choose to die (Hallarman & Kearns, 2008 • The military is unlike any other career and the demands of military life create a unique set of pressures on service members and their families.
• For most people, their job is what they do; it does not so deeply define who they are. For families, military life offers a sense of community with clearly defined rules and expectations. Members of the military and their families share a unique bond, professional ethic, ethos, and value system. The military offers a sense of community and camaraderie unlike any other profession. But it also fosters a warrior ethos that rewards physical and emotional prowess and frowns upon weakness and timidity.
• It is said that the military defends the Constitution; it does not emulate it. There are strict rules limiting freedom of speech and association. To maintain "good order and discipline" commanders at all levels are given widespread authority over the personal affairs of their subordinates and held personally responsible to resolve any issues that could potentially affect performance of duty.
• Military culture is complex and impacts Veterans and their approach to health and wellness. The various wars and the threats to wellness that ensued have helped to define the subset of military culture that comes forward and is expressed by the Veteran.
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• The shared experience of serving in the military serves as a unifying means of connecting one to all. Connected through creed and values, there may also be distinguishers that can include whether they served as enlisted or commissioned officers and the branch and uniform they wore.
• Basic training -all those who serve must go through basic training which serves to promote an intense sense of team work and dedication to achieving the team goal. For some, this may also be a very demoralizing experience. • Be careful not to assume that because a Veteran is part of the military that pride and patriotism is a part of what they will naturally express. A good way to find out is to ask the Veteran to tell you how he feels about the service he provided as in the Army, Navy, etc.
• The era of service has its own unique culture, which can influence the outcome of a soldier's experience. For example, WWII Veterans are more likely to have had areas of safe haven than Vietnam Veterans, who were often in immediate physical danger. This resulted in a higher incidence of stress-related disorders. Korean Veterans were often told not to discuss their military service and are sometimes overlooked in the discussion regarding the needs of Veterans. A significant number of Korean Veterans were POWs held by the Chinese, and subjected to torture and other mistreatment. So asking and understanding the military history of Veterans is important (NHPCO, n.d).
• Rituals such as pinnings or flag ceremonies are often so important in military life that they are codified. Pinnings ceremonies as promoted in We Honor Veterans accompanied by thanking and acknowledging Veterans for their service can be powerful ways of connecting with a Veteran.
• Military lifestyle, especially when deployment is a part of the picture, carries impact for families and their commitment that enabling their loved one to serve. https://www.youtube.com/watch?v=iDbIDPb6A7w is a four minute overview about impact of stress and trauma on children and families after deployment. 
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• A Veteran's military experience has equipped him or her with a unique set of values and skills. These characteristics distinguish Veterans from their civilian counterparts and can make them valuable members of your team. Below are common traits associated with those who have served in the military.
 Highly structured and authoritarian way of life with a mission-focused, goal-oriented approach-both explicit and implied.  Strict sense of discipline, tending to adhere to rules and regulations.  Strong work ethic with high regard for physical and mental strength.  Code of conduct and organizational culture that reflects well-defined and strongly supported moral and ethical principles.  Decisive leadership that expects loyalty of subordinates and allies. 
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• Military culture promotes stoicism because it is highly effective at placing the mission and unit's needs over those of the individual. Stoicism can interfere with the Veteran prioritizing their own healthcare needs. It is very possible that stoic veterans may not value bereavement groups as a healthy way to attend to their own grief needs. Instead, they might view support groups as forums for "cry babies;" (Grassman, D. L., 2009) • Normalizing the experience of grief may be helpful and providing alternative modalities for providing bereavement care such as community Veteran support groups may be helpful. "Routine" bereavement care for combat veterans may uncover much unresolved grief from deaths of comrades on the battlefield.
• Showing fear or pain is considered weakness. For a good example of stoicism and its relationship.
• It is not unusual for Veterans to have trust or guilt issues stemming from their military experience.
• The high instance of substance abuse may stem from continually tamping down their own needs and at the expense of prioritizing the needs of the team. Slide 12
• Combat Veterans may have "cheated" death or been witness to those who have survived at all odds in highly stressful military situations. The idea that a chronic illness may have mortal consequences may be in direct conflict with how the Veteran has survived in previous life-threatening situations.
• While stoicism is important to achieving strategic military goals such as teamwork and adherence to hierarchical authority; it can inflict psychological, emotional, social and spiritual suffering in civilian life. Stoicism may also directly interfere with the ability to feel and report pain. It is helpful to overcome this by normalizing the experience of military stoicism among Veterans, and suggesting ways that the Veteran can respond to pain that can help clinicians address underlying challenges to living well. For example: "Taking care of this pain may help us get you a bit closer to your goal of being able to return home and cherish the time you have left with your grandson."
• If stoicism is interfering with the Veterans experience of grieving or preparing for their dying, it may be more acceptable to provide individual counseling or private coaching. Placing Veterans with each other in regular activities may also provide an opportunity for normalizing of shared experiences. 
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Additional graphic and information for this Slide, if need.
Women in the military today and as Veterans have played a prominent role in history and who in the past did not have access to services as they do today nor did they receive the same recognition as their male counterparts (CWI, n.d., DAV, 2014 This is no longer the case (Grassman, 2009 
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• The above statistics regarding homeless Veterans are tragic. It is a challenge to identify homeless Veterans who are terminally ill and bring them into the VA system early enough that they can benefit from hospice/palliative care. Nurses can play a strategic role in identifying terminally ill Veterans who are at high risk for being homeless and assuring that they are provided with compassionate and dignified care.
Opening Doors*, the first-ever federal strategic plan to end Veteran homelessness, began in 2010. Since then, homelessness has decreased by nearly 50 percent, largely through the work of community partnerships. (https://www.defense.gov/News/Article/Article/881729/veteranhomelessness-drops-nearly-50-percent-since-2010 ) Much remains to be done to address homelessness, especially as it impacts Veterans with serious illnesses. For further information and resources on homelessness, see:
• Every VAMC has a homeless Veteran services coordinator who is responsible for providing outreach and services for homeless or at-risk Veterans (VA, 2016b) . Do you know who this coordinator is in your facility?
• Homeless Veterans, go to: http://www.va.gov/HOMELESS/NationalCenter_Mission.asp
• The National Center on Homelessness among Veterans (NCHV) (the Center) works to promote recovery-oriented care for Veterans who are homeless or at-risk for homelessness by developing and disseminating evidence-based policies, programs, and best practices. 
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• Ideally, all patients receiving palliative care would have stable housing. The poor and homeless live on the street and exist on very little. They can be seen as disenfranchised as many are mentally ill and have substance abuse problems. All of these factors can make providing excellent palliative care to this population very challenging.
• It may take a long time to build trust with these patients.
• No matter what they look like, what they smell like, what they say, or feelings that they may stir in us, it is important that we respect this person as a human being, deserving of care that we can provide.
• Listen and appreciate their unique story as it may influence their response to being ill and dying.
• Assess by recognizing and addressing maladaptive behaviors (Hughes, 2015) .
• Person-centered care is essential and understanding the effects of health disparities is at the heart of transcultural nursing (Clark, 2014) .
Exercise -Stop and Consider:
• Do you care for homeless Veterans?
• How does your institution reach-out to homeless Veterans?
• What needs to be done to overcome barriers to reach homeless Veterans who have lifethreatening illnesses and need palliative care? • How does this culture of homelessness interfere with excellent palliative care?
• Every VAMC has a homeless Veteran services coordinator who is responsible for providing outreach and services for homeless or at-risk Veterans. Do you know who this coordinator is in your facility? 
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• Demographics  According to the VA (2016), more than 2 of 10 Veterans with PTSD also have Substance Use Disorder (SUD).  War Veterans with PTSD and alcohol problems tend to be binge drinkers. Binges may be in response to bad memories of combat trauma.  Almost 1 out of every 3 Veterans seeking treatment for SUD also has PTSD.  The number of Veterans who smoke (nicotine) is almost double for those with PTSD (about 6 of 10) versus those without a PTSD diagnosis (3 of 10).  In the wars in Iraq and Afghanistan, about 1 in 10 returning soldiers seen in VA have a problem with alcohol or other drugs.
For more information about PTSD and Substance Abuse in Veterans, go to http://www.ptsd.va.gov/public/problems/ptsd_substance_abuse_veterans.asp
• It is important that nurses understand that many Veterans suffer from substance abuse, yet many times they are under-medicated for their pain due to their abuse history. This can cause complications in end-of-life care. Managing pain and other symptoms with opioids can be challenging during this time, but achievable with a thorough assessment and close management.
• Prevalence of heavy drinking and marijuana use is higher among Veterans compared to non-Veterans.
• Alcohol and other substance abuse issues are associated with serious medical issues and elevated mortality rates.
• Combat exposure is related to increased likelihood of recent drug use. • Substance abuse is associated with a number of life-limiting conditions and at-risk behavior(s). In recent years, Vietnam Veterans have been experiencing many complicated medical problems and increasingly are receiving hospice care due to approaching end of life.
We are at a stage where biological risk factors common to Vietnam Veterans (e.g., Hepatitis C, Agent Orange exposure) and psychosocial factors (social isolation, lack of support, substance abuse) are converging, resulting in poor health and elevated death rates. Hospices throughout the USA can expect to see more Veterans with liver disease related to prolonged alcohol abuse and/or Hepatitis C (often related to IV drug use).
• Open dialogue with the Veteran about the risks of overuse of pain medication, and any limits on prescribing will be an important part of the treatment plan.
• Interventions are focused on evidence-based psychotherapy or "talk therapy", available at VAMCs and clinics with the following approaches:  Cognitive Behavioral Therapy for Substance Use Disorder (CBT-SUD) which teaches patients to reduce their substance use and improve quality of life using helpful, balanced thoughts.  Motivational Interviewing (MI) and Motivational Enhancement Therapy (MED) which helps the person focus on motivation for change. The MI approach is a conversation between the patient and medical providers about the reasons for change and benefits with reasons and benefits as the focal point. MET is a more targeted, structured version of MI that involves a brief assessment and helps Veterans to consider making changes regarding their alcohol and/or substance use.
• There may be emotional concerns related to substance abuse at end of life. Active substance users may have limited social support systems due to estrangement from families/friends. Thus, they may have special social/emotional support needs during end of life. Additionally, Veterans may feel guilt about their use or responsible for their illness if it is related to substance abuse (e.g., liver disease, heart disease). 
Note: Substance Abuse Resources
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• An important starting point in improving cultural assessment of Veterans and families is selfassessment. It is important to recognize our own culture and how that effects our interactions, decisions, language and behavior. Thus, a cultural self-assessment is a necessary prerequisite for providing culturally competent and appropriate palliative care.
• Each one of us has our own culture based on our heritage and life experience that influences our interests, emotions, biases --how we view the world (Spector, 2013).
• Also, consider the cultural beliefs of co-workers. There is increasing cultural diversity amongst healthcare professionals and one should not assume that the team providing care at the end of life holds common beliefs.
• Understanding our own definition of culture then helps to uncover areas to assess in another. All health care providers should complete a cultural self-assessment including assessing his/her own view of other cultural groups before completing a patient or family assessment. 
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• When conducting a cultural assessment, there are important considerations to include with regards to the patient, family and the community (AACN, 2008 (AACN, & 2010 Mazanec & Panke, 2015) :  Country of origin/current residence: Where were the patient/family caregivers born? If an immigrant, how long has the person lived in this country? How old was he/she when they came to this country? What is the level of acculturation (Acculturation is the process of incorporating some of the cultural attributes of the larger society by diverse groups, individuals, or peoples) and contributing stress, adaptation and influence (Douglas & Pacquiao, 2010) .  Culture/ethnicity the person identifies with: What is the person's ethnic affiliation and how strong is the ethnic identity? Do they live in an ethnic community? Is the community a source of support?  Community: Major support people include family members, friends, spiritual leader/clergy/community  Decision making: How does the patient's culture affect decisions regarding their medical treatment? Who makes decisions, the patient, the family, or a designated family member? Community, spiritual leaders/clergy involvement? (Blackford & Street, 2016) .  Languages/communication: Primary and secondary languages/dialects; speaking, reading ability and educational level; is it appropriate to share thoughts/feelings? Non-verbal: touch, eye contact, timing.
